A 15-year-old female with 2-month history of raw lesions on the chest and right arm was diagnosed as necrotising fasciitis (NF) by general surgeons and prescribed intravenous antibiotics, injection low-molecular-weight heparin 0.4 mg subcutaneously followed by oral warfarin for right cephalic and basalic vein thrombosis detected on Doppler. Chest ulcer-edge biopsy was negative for acid-fast bacilli and malignancy. Skin grafting after debridement of ulcers with grafts from the right thigh failed, and there was past history of similar lesions in 2002 and 2006 diagnosed as NF and managed conservatively.
There were two large crusted oozing ulcers measuring 5 cm × 7 cm on the medial aspect of the right arm and chest [ Figure 1a and b] and multiple ulcerations on the right thigh [ Figure 1c ]. Pathergy phenomenon was seen as abscess at central line insertion site on the neck [ Figure 1d ] and intramuscular injection site on the buttock [ Figure 1e ]. The patient had hemoglobin of 5.9 g/dl, marked leukocytosis of 40,187/cmm, raised blood urea nitrogen of 84 mg/dl, creatinine of 3.5 mg %, and high levels of C-reactive protein. Pus culture grew methicillin-resistant Staphylococcus aureus and Klebsiella species.
Histopathology from the chest ulcer edge showed focally atrophic and spongiotic epidermis and mixed inflammatory infiltrate containing lymphocytes, neutrophils, and eosinophils in dermis and subcutaneous tissue confirming PG [ Figure 2a and b]. The patient improved in 12 weeks with oral antibiotics (injection amoxycillin and clavulanic acid 1.2 g 12 hourly for 10 days) and oral corticosteroids (prednisolone 25 mg/day and tapered slowly by 5 mg every 15 days) and supportive therapy along with potassium permanganate soaks and dressing. All lesions healed with scar formation [ Figure 3a -c].
Brocq [2, 3] and Brunsting [1] in 1930 have documented PG. Histopathological findings are supportive, not diagnostic in establishing the diagnosis of PG. Diagnostic criteria of Su et al. [4] include two major and at least two minor criteria. Major criteria include characteristic appearance of an irregular painful ulcer with violaceous border without any other causes of ulceration-like vasculitis and infections. Minor criteria include a neutrophilic dermatosis on histopathology, history of pathergy, associated systemic diseases, and prompt response to steroids. [4] Our patient fulfilled two major and three minor criteria.
PG is a rare (3 cases/1,000,000/year [2] ) inflammatory neutrophilic dermatosis seen predominantly in females aged 40-60 years. Ulcerative, pustular, bullous, and vegetative are four clinical variants. [2] Fifty percent of cases are associated with systemic diseases such as inflammatory bowel disease, leukemia, myeloma, IgA monoclonal gammopathy, chronic hepatitis, HIV infection, arteritis, and arthritis. [1] Postoperative and peristomal PG are pathergy-induced ulcerative PG. [2] Treatment options are systemic steroids, cyclosporine, infliximab, clofazimine and local care with topical steroid ointments, tacrolimus, intralesional steroids, hyperbaric oxygen therapy, etc. [1] Differential diagnoses include NF, venous stasis ulceration, vasculitis, bacterial infections, deep fungal infections, and mycobacterial and atypical mycobacterial infections. [2] NF, an acute necrotizing painful infection involving fascia which may extend deeper to involve subcutaneous fat and tissues, requires urgent surgical debridement under appropriate antibiotic cover. [5] NF and PG, which is often mistaken for NF, [6] are two entirely different conditions with similar clinical Figure 1: Crusted on the right arm and chest (a and b) presentation. Misdiagnosis leads to increased morbidity, prolonged hospital stay, and economic burden to the patient. The physician's ability to distinguish these two conditions can make a world of difference to the patient.
, multiple ulcerations on the right thigh (c). Abscess at central line insertion site on the neck (d) and intramuscular injection site on the buttock (e)
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